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Although many researchers have attempted to measure future orientation using single proxy variables such as optimism or planning (Herrenkohl et al., 2005; Jurich & Hughes, 1991; Somers & Gizzi, 2001; Vera, Shin, Montgomery, Mildner, & Speight, 2004) , many argue that future orientation is a multidimensional construct with a cognitive domain and an affective domain (Nurmi, 1989; Seginer, 1988; Trommsdorff, Lamm, & Schmidt, 1978 ). An early study on future orientation defined the construct as consisting of both attitudes and judgments about one's future (Trommsdorff et al., 1978) . Later, confirmatory factor analysis found that future orientation consisted of three latent constructs: (a) planning (cognitive), (b) motivation (affective), and (c) evaluation (cognitive/affective; Nurmi, 1989) . Likewise, in the present study future orientation was conceptualized as a multidimensional construct comprising both cognitive and affective domains.
Characteristics of Foster Care Youth
As many as 250,000 adolescents reside in the care and custody of the U.S. foster care system (DHHS, 2006) . Adolescents enter into foster care placements because of neglect or physical, emotional, or sexual abuse. Recent studies have found that youth in foster care utilize mental health and special educational services at a disproportionately higher rate than youth in the general population. Foster care youth are 10 times more likely to receive mental health services than youth in the general population, and those foster care youth who have experienced a form of abuse are 23 times more likely to receive mental health services than those who had not experienced abuse (Shin, 2005) . Although only 10% of the general population utilizes special education services, it has been estimated that 25 to 52% of foster care youth receive special education services due to learning disabilities and severe emotional disturbances (Zetlin & Weinberg, 2004) .
The rates of service utilization by foster care youth are congruent with studies that have found that these youth experience a number of negative life circumstances. For example, adolescents in the foster care system suffer from a higher rate of behavioral and mental health problems compared to their counterparts. In one of the earliest studies, Clausen, Landsverk, Ganger, Chadwick, and Litrownik (1998) found that behavior problems were observed in foster care youth at 2.5 times the rate expected in the community population. In another study, 61% of foster care youth met the diagnostic criteria for at least one psychiatric disorder in their lifetime, and 37% of the sample met the diagnostic criteria in the preceding year . Similarly, Pilowsky and Wu (2006) found that foster care adolescents presented with more than twice the number of conduct symptoms than non-foster care adolescents.
Foster care youth are also at a particularly high risk for engaging in sexual risk behaviors and contracting HIV (D'Angelo, Brown, English, Hein, & Remafedi, 1994) . In one study, Auslander and colleagues (2002) found that youth in foster care who exhibit externalizing mental health problems engage in significantly more HIV risk behaviors than youth without these problems. A related study also demonstrated that foster care youth who had been subjected to sexual abuse participated in risky sexual behaviors at a higher rate than their peers who had not been sexually abused (Elze, Auslander, McMillen, Edmond, & Thompson, 2001) . Numerous studies have found that troubled youth such as runaway and delinquent adolescents have engaged in high rates of unsafe sexual behaviors (Gillmore, Morrison, Lowery, & Baker, 1994; Rotheram-Borus & Koopman, 1991) .
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Because future orientation is associated with cognitions, mental health, and behaviors in the general adolescent population (Herrenkohl et al., 2005; Jurich & Hughes, 1991; Peters et al., 2005; Robbins & Bryan, 2004; Somers & Gizzi, 2001; Wills et al., 2001 ), the present study examined how future orientation functions in foster care adolescents. The idea that future orientation may prove to be a salient factor in foster care adolescents' mental health and behavior is described by Holman and Silver (1998) , who demonstrated that individuals who experience trauma often develop a past-focused temporal orientation. According to Holman and Silver, a positive future orientation plays a crucial role in the maintenance of mental health and well-being. In their study, a past temporal orientation was found to be associated with significantly elevated levels of psychosocial distress. Youth in foster care who have been subjected to trauma associated with abuse and neglect may therefore have a low level of future orientation as a result of this trauma.
Previous research on future orientation has also suggested that cognitive and mental health factors in other populations of children and adolescents may mediate the relationship between future orientation and behavioral outcomes. For example, Brown and Jones (2004) found that the relationship between future orientation and academic achievement in a sample of Black high school students was mediated by certain cognitive factors such as attitudes. Wills and colleagues (2001) also found that mental health mediated the relationship between future orientation and substance use in a sample of children and adolescents. Moreover, other studies have found that cognitive variables including attitudes and mental health strongly and independently predict a variety of risk behaviors in samples of at-risk adolescents (e.g., Engels, Luijpers, Landsheer, & Meeus, 2004; Harris, Duncan, & Boisjoly, 2002) . These findings suggest that mental health and other cognitions have the potential to function similarly among foster care youth.
A first step in determining whether future orientation may serve as a potential protective factor for adolescents in foster care was to describe the relationships among future orientation, mental health problems, trauma histories, and risky sex behaviors. To this end, the following research questions were addressed in the present study: (1) To what extent does future orientation vary among adolescents in foster care? (2) Is future orientation in foster care adolescents significantly associated with trauma histories, mental health disorders, and HIV-related risky cognitions and behaviors? (3) Do cognitive variables (HIV-related knowledge, attitudes, behavioral intentions) and mental health variables mediate the relationship between future orientation and risk behaviors?
Method

Participants and Recruitment
The present study used baseline data collected from a sample of 343 adolescents who had been placed in foster care by the child welfare services of a Midwestern metropolitan area and had participated in a life skills program designed to assist with their transition to independent living. Adolescents were eligible for this study if they were 15 to 18 years of age and were placed in out-of-home care through child welfare services. Eligibility was determined by social workers via a brief informal meeting that assessed the adolescents' interest in the program and their ability to interact appropriately with others in a group setting. Participants were excluded from the study if they displayed severe learning problems (i.e., unable to read or write) or severe behavior problems (i.e., violent behavior). A total of four adolescents were excluded from the study for severe behavioral problems, as they were seen as being incapable of participating without seriously disrupting the group process.
Referrals to the study were made by child welfare social workers, group home workers, foster parents, and adolescent self-referral. Informed consent was obtained from legal guardians, and written assent was provided by the adolescents before the interviews were conducted. Structured baseline interviews were then conducted by trained master's level social work students from 1999 until 2002.
Variables and Instruments
Demographics. Demographic information was collected during the baseline interview. Demographic variables included age, gender, race, and type of placement. Because the majority of youths were African American or Caucasian, with few identifying as multiracial, Hispanic, Asian, or Native American, race was grouped into White and youths of color. Possible living situation or placement types were coded as either congregate living settings (e.g., group homes, residential treatment centers, mental health facilities) or noncongregate living settings (e.g., nonrelative foster families, homes of other relatives).
Future Orientation. The future orientation scale utilized in the present study contained both cognitive and affective domains. The affective domain was measured with six items from the revised Life Orientation Test (LOT-R; Scheier, Carver, & Bridges, 1994) , and the cognitive domain was measured with five items from Heimberg's Future Time Perspective Inventory (FTPI; Heimberg, 1968) . The LOT-R measures dispositional optimism, and there is a major body of evidence supporting its reliability and validity (see Scheier et al., 1994 ; see also Bryant & Cvengros, 2004) . The FTPI addresses concern for and thoughts about the future, and previous research has documented extensive support for its construct validity (Lessing, 1972) .
The combined 11-item scale utilized a 4-point Likert response format for each item (1 = strongly agree to 4 = strongly disagree). The range of possible scores was 11 to 44, with a higher score indicating a greater future orientation. The Cronbach's alpha reliability coefficient for the future orientation scale in the present study was a = .70. To determine the scale's validity, the future orientation scale was administered to college-bound youth (n = 20) from upper middle class families. Their scores were then compared with the scores of adolescents in foster care (n = 345). Given the greatly differing sample sizes, a test for equality of variances was conducted. The variances were found to be significantly different, F(244, 19) = 3.17, p = .0046. Therefore, a nonpooled t-test was conducted using the Satterthwaite t-test approximation. The results showed significant differences in the future orientation scores between the two groups in the expected direction. Adolescents in foster care reported significantly lower future orientation scores than their college-bound, upper middle class counterparts, t(26.6) = -6.31, p < .0001, with mean scores of 31.6 (SD = 4.4) compared to 35.4 (SD = 2.5), respectively.
Mental Health. The Youth Self Report (YSR; Achenbach, 1991) version of Achenbach's Child Behavior Checklist was used to assess behavioral and mental health problems of the foster care adolescents in this study. The YSR includes the following narrow band subscales: (a) withdrawn, (b) somatic complaints, (c) anxiety/depression, (d) social problems, (e) thought problems, (f) attention problems, (g) delinquent behavior, and (h) aggressive behavior. These narrow band subscales are further subsumed under two broad band subscales: (a) internalizing problems (withdrawn, somatic complaints, and anxiety/depression) and (b) externalizing problems (delinquent behavior and aggressive behavior). The YSR has been extensively normed and validated, and there is evidence in support of its
Future Orientation of Adolescents in Foster Care 275
reliability and validity as a measure of behavioral and mental health problems across diverse adolescent populations (see Achenbach, 1991) . Higher scores indicate more behavioral and mental health problems. In the present study, the Cronbach's alpha reliability coefficients for the internalizing and externalizing subscales were a = .90 and a = .85, respectively.
Trauma History. Self-reported lifetime histories of maltreatment were measured by four subscales from the Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998) . The four subscales (composed of five items each) from the CTQ included: (a) physical abuse, (b) physical neglect, (c) emotional abuse, and (d) emotional neglect. The CTQ uses a 5-point Likert response format (1 = never true to 5 = very often true). Examples of items used in the present study included, "When I was growing up, people in my family hit me so hard that it left me with bruises or marks"; "When I was growing up, my parents were too drunk or high to take care of the family"; "When I was growing up, I got hit so hard by someone in my family that I had to see a doctor or go to the hospital"; and "When I was growing up, I didn't have enough to eat." A higher score indicated greater childhood trauma. The CTQ has been found to have excellent test-retest reliability, and its construct validity is supported by findings of excellent convergent and discriminant validity (Bernstein et al., 2003; Bernstein & Fink, 1998) . The Cronbach's alpha reliability coefficients for each subscale in the present study were as follows: (a) physical abuse (a = .88); (b) physical neglect (a = .84); (c) emotional abuse (a = .87); and (d) emotional neglect (a = .87). The Cronbach's alpha coefficient for the total 20-item scale was a = .94.
Three interview items adapted from questions developed by Russell (1986) were used to assess the adolescents for a history of sexual abuse. The three items assessed the following: (a) whether the youth was forced to touch someone else's private parts against his or her wishes, (b) whether the youth's private parts were touched against his or her wishes, or (c) whether the youth had experienced vaginal sex, oral sex, or anal sex against his or her wishes. A simple yes-no response format was used. Youths who gave an affirmative response to any of the three sexual abuse questions were coded 1 = has been sexually abused. Those youths who answered no to all three questions were coded 0. To avoid confusion, interviewers emphasized to the adolescents that these were acts committed against the youths' wishes, in comparison to the sexual risk behaviors, which were unforced acts or voluntary behaviors.
HIV Risk Cognitions.
Intention to engage in HIV risk behaviors was measured using a 3-point forced choice scale used in previous research (Slomin-Nevo, Auslander, Ozawa, & Jung, 1996) . Each item describes a situation or an event that poses potential risk for engaging in HIV risk behaviors. The three possible responses to each item are as follows: (a) one correct response that indicates an intention to reduce the risk of HIV infection, (b) one incorrect response that indicates an intention to engage in risky sexual behaviors, and (c) one response that indicates that the youth does not know how to deal with the situation. A higher score indicates greater intentions to engage in HIV risk behaviors. Evidence for concurrent validity was demonstrated in previous research whereby intentions to engage in HIV risk behaviors were significantly associated with HIV risky behaviors (Auslander et al., 2002) . In the present study, the Cronbach's alpha reliability coefficient was a = .75.
To assess attitudes toward HIV prevention, an 8-item measure used in previous research with adolescents in foster care (Auslander et al., 2002; Slonim-Nevo et al., 1991) was used. For each item, adolescents responded using a 4-point Likert scale (1 = strongly agree to 4 = strongly disagree). A higher score represents a more positive attitude toward 276 P. Cabrera et al. HIV prevention. The Cronbach's alpha reliability coefficient for this study was a = .70. Evidence for concurrent validity was demonstrated by the present study's findings that the measure correlated significantly with other study variables in the expected directions. Youth with more positive attitudes toward HIV prevention reported: (a) fewer intentions to engage in HIV risk behaviors (r = -.50, p < .001), (b) engaging in fewer HIV risk behaviors (r = -.25, p < .001), and (c) more knowledge about HIV prevention and transmission (r = .14, p < .05). Evidence for concurrent validity was also demonstrated in previous research whereby positive attitudes were significantly associated with fewer HIV risk behaviors (Slomin-Nevo et al.) .
Finally, HIV/AIDS knowledge was measured using a modified version of the HIV/ AIDS Knowledge Test (Koopman, Rotheram-Borus, Henderson, Bradley, & Hunter, 1990) . The construct validity of the HIV/AIDS Knowledge Test has been established in prior research (Koopman et al., 1990) . For the present study, the authors shortened the scale and removed items that were either repetitive or ambiguous. The modified scale consisted of 21 true/false statements about HIV prevention and transmission. A higher score indicated more knowledge about HIV prevention and transmission. The Cronbach's alpha for the adapted version of the HIV/AIDS Knowledge Test used in this study was a = .65. The Cronbach's alpha for the longer version of the test in the original study was a = .82 (Koopman et al., 1990) .
HIV Risk Behaviors.
Three different indicators of HIV risk behaviors were assessed: (a) recent HIV risk behaviors (e.g., the sum of 16 yes/no items assessing whether the youth engaged in specific HIV-related risk behaviors such as sexual behaviors, IV drug use, or drugs with sex in the past 2 months); (b) lifetime sexual risk behaviors (e.g., yes/no items such as "ever had sexual intercourse," "ever had oral sex," and "ever had anal sex," and number of sexual intercourse partners); and (c) age of first sexual intercourse.
Statistical Analyses
To determine if future orientation varies among adolescents in foster care, descriptive analyses were conducted to describe the distribution of future orientation for the entire sample, and to assess whether future orientation (the dependent variable), differed significantly by demographic characteristics (the independent variables), specifically gender, race, and living situation. Second, to determine whether future orientation was significantly associated with trauma histories, mental health disorders, and HIV-related risky cognitions and behaviors, bivariate correlations and an ordinary least squares (OLS) regression were conducted whereby significant bivariate correlates were entered to determine their relative importance in predicting future orientation scores (dependent variable). Last, exploratory analyses were conducted to identify cognitive and mental health variables that mediated the relationship between future orientation (independent variable), and HIV risk behaviors (dependent variables). Mediation was assessed by conducting two regressions following the recommendations of Baron and Kenny (1986) using Medgraph (Jose, 2003) . The precondition for testing mediation is that all three variables must be significantly correlated with each other (Baron & Kenny, 1986) . If this precondition was met, two regressions were performed. First, the potential mediating variable was regressed on the independent variable (future orientation). Next, the dependent variable (HIV risk behavior) was regressed on future orientation and the potential mediating variable. The Sobel's z statistic was calculated for each potential mediational model to determine if mediation had occurred and, if so, whether it was full or partial mediation.
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Results
Demographic Characteristics
The 343 foster care adolescents in the present study ranged in age from 15 to 18 years (M = 16.35, SD = 0.83). Females comprised over half the sample (55%, n = 187). Youths of color, most of whom were African American, made up 69% (n = 237) of the sample. Of the adolescents, 53% (n =182) of the youths resided in a congregate or group living situation, and 47% (n = 161) resided in relative or foster care (noncongregate) settings.
Variation of Future Orientation
Future orientation scores were normally distributed with a skewness value of .11, a Shapiro-Wilk's value of .98, and a kurtosis value of .42. The mean future orientation score was 31.62 (SD = 4.38) and ranged from 11 to 44. Means, standard deviations, and item-tototal correlations for each of the items used in the future orientation scale are presented in Table 1 . No significant differences were found in the youths' future orientation by gender, t(342) = -1.01, p = .31, race, t(342) = -1.32, p = .19, or congregate versus non-congregate living situation, t(330) = 0.04, p = .97. 
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Relationships Among Demographics, Mental Health, Trauma, and Future Orientation
Bivariate correlations among future orientation, demographic, mental health, and trauma variables are presented in Table 2 . A positive or stronger future orientation was significantly associated with lower levels of physical and emotional abuse and/or neglect. Likewise, a positive or stronger future orientation was significantly associated with lower levels of internalizing and externalizing behaviors. None of the demographic variables were significantly associated with future orientation. Sexual abuse was also unrelated to future orientation.
Relationship Among Future Orientation, HIV Risk Cognitions, and Behaviors
Results shown in Table 3 indicate that a stronger or positive future orientation was significantly related to safer HIV-related attitudes (r = .20, p < .001), fewer intentions to engage in HIV risk behaviors (r = -.18, p < .001), and greater knowledge of HIV prevention (r = .16, p < .01). A stronger future orientation was related to older age at first sexual intercourse (r = .13, p < .05) and fewer numbers of sexual intercourse partners (r = -.18, p < .01). Future orientation was not related to the total HIV-related risk behaviors or the specific items related to lifetime oral and anal sex.
Multiple Regression Analysis
Future orientation scores were regressed on the variables that were significantly correlated with future orientation, which included the following: (a) HIV-related attitudes, (b) behavioral intentions, (c) knowledge, (d) age at first sexual intercourse, (e) number of sexual intercourse partners, (f) physical abuse and neglect, (g) emotional abuse and neglect, and (h) internalizing and externalizing behaviors. The full model F(11, 224) = 8.22, p < .0001 accounted for 29% of the variance in future orientation. It should be noted that the multivariate analyses included those youth (n = 236) who responded yes to ever having sexual intercourse (68.8% of the total sample). Three variables were significant independent predictors of future orientation. Attitudes toward HIV prevention was the strongest predictor (b = .27, p < .0001), followed by emotional neglect (b = -.26, p = .008), and then knowledge about HIV prevention (b = .12, p < .05).
Mediation Analyses
Future orientation was significantly correlated with two indicators of HIV risk behaviors: (a) number of sexual intercourse partners (r = -.18, p < .01) and (b) age at first sexual intercourse (r = .13, p < .05). Although the magnitude of the relationship was modest, exploratory mediation analyses were conducted because very little is known about this population. The preconditions for mediation (Barron & Kenny, 1986) were met for only one of the dependent variables (i.e., number of sexual intercourse partners).
For the first mediation model, analyses were then conducted to determine if HIV-related cognitions mediated the effect of future orientation on the number of sexual intercourse partners. Attitudes toward HIV prevention was significantly correlated with both future orientation (r = .20, p < .001) and the number of sexual intercourse partners (r = -.21, p < .01). The preconditions for mediation were therefore met. Figure 1 illustrates that the direct path from future orientation to number of sexual intercourse partners remained significant after attitudes toward HIV prevention were included in the Table 2 Single-order correlations among future orientation, demographics, trauma, and mental health V a r i a b l e .37** .23*** .25*** .79*** .50*** -*p < .05, **p < .01, ***p < .001.
Table 3
Single-order correlations among future orientation, HIV-related cognitions, and HIV risk behaviors .17** .15** -.08
.31*** .26*** -a N/A due to skip patterns. *p < .05, **p < .01, ***p < .001.
analysis; however, the basic relationship was significantly reduced from b = -.18 to b = -.12 (z sobel = -2.44; p = .02). Thus, attitudes toward HIV prevention partially mediated the relationship between future orientation and the number of sexual intercourse partners. The mediating path (indirect path) from future orientation to number of sexual intercourse partners was also significant (b = -.06); however, the direct path (b = -.12) was twice as strong as this indirect path. In Figure 1 , the two beta weights in parentheses represent the beta weights after the mediator was added to the model. The second mediation model tested whether mental health mediated the effect of future orientation on the number of sexual intercourse partners. Externalizing behavior was significantly correlated with both future orientation (r = -.20, p < .001) and number of sexual intercourse partners (r = .18, p < .001). The preconditions for mediation were therefore met. The direct effect of future orientation on number of sexual intercourse partners remained significant when externalizing behaviors were included in the model, but this direct effect was reduced significantly from b = -.18 to b = -.13 (z sobel = -2.12, p = .03). Thus, externalizing behavior also partially mediated the relationship between future orientation and the number of sexual intercourse partners (see Figure 2 ). The direct 
Discussion
The findings from the present study indicate that there is variability in future orientation across adolescents in foster care, but it does not differ by the youths' racial background, gender, or living situation. In fact, a sizeable proportion of the foster care adolescents in this study had a strong future orientation despite their histories of abuse and neglect. This finding suggests that adolescents who experience childhood maltreatment are not a homogeneous group. Some individuals who experience trauma may not get "stuck" in a past temporal orientation as Holman and Silver (1998) posited in their theory of temporal disintegration. Little is known about the possible strengths and protective factors of this population that may help them to navigate their future despite their histories of maltreatment. Alternatively, previous research has suggested that foster care youth report high educational and vocational aspirations despite a lack of resources and realistic plans to actualize these goals (Elze, Auslander, Stiffman, & McMillen, 2005; McMillen, Auslander, Elze, White, & Thompson, 2003; McMillen & Tucker, 1998) . Although it is common for adolescents to possess optimism for the future in the absence of realistic plans and life options (Nurmi, 1987; Trommsdorff et al., 1978) , such misguided cognitive appraisal combined with a lack of adequate planning, resources, and other protective factors has the potential to impede their ability to set and achieve life goals. Another important finding of this study was the significant relationship between physical and emotional neglect and abuse and future orientation. In fact, multivariate analyses provided further support for the link between maltreatment and future orientation in that while controlling for all of the cognitive mental health variables, and risk behaviors, emotional neglect remained a strong predictor. Although childhood emotional abuse has been cited as having a strong negative impact on mental health outcomes in adults (Chapman et al., 2004) , the present study highlights the importance of parental emotional disengagement or neglect on future time orientation and optimism.
In addition, this study found that a stronger or more positive future orientation was significantly associated with safer HIV-related attitudes, higher HIV/AIDS knowledge, fewer intentions to engage in risky behaviors, and specific risky sexual behaviors (i.e., age of first intercourse and number of sexual intercourse partners). This finding echoes results with other populations. For example, heterosexual college students with a positive future orientation held better attitudes toward condoms and behavioral intentions to engage in safer sex practices (Agnew & Loving, 1998) . A recent study of future orientation in adjudicated adolescents found future orientation to be correlated with the adolescents' perceptions of the risks associated with sexual risk behaviors (Robbins & Bryan, 2004) . Finally, in a recent HIV prevention study involving Black college students, future orientation was found to be associated with self-efficacy regarding safer sex practices (Burns & Dillon, 2005) . The consistent and robust relationship between future orientation and risky cognitions and behaviors across studies and populations lends some support for the notion that future orientation may serve as a protective factor in foster care adolescents and other vulnerable populations.
Although little is known about changing future orientation in adolescents in foster care, prior studies have suggested that future orientation is modifiable in other populations with appropriate intervention (Brody et al., 2004; Carten, 1996; Corcoran, 2000; Dubey & Sharma, 2006; Hall & Fong, 2003; Marko & Savikas, 1998) . For example, the Strong
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African American Families Program (SAAFP) focused on young Black adolescents forming goals for the future and devising plans to attain their goals. A randomized trial found that the SAAFP intervention significantly increased the participants' future orientation (Brody et al., 2004) . Furthermore, a qualitative study of a family rehabilitation program for drug-addicted mothers that included an array of services such as drug treatment, individual counseling, and parenting skills and home management skills training also increased the mothers' level of future orientation (Carten, 1996) . Finally, a randomized clinical trial of a future time perspective intervention (skills training related to setting and achieving goals) in college students found an increase in future orientation (Hall & Fong, 2003) . One of the common threads found across these interventions appears to be a focus on the cognitive domain of future orientation.
In addition, interventions to modify future orientation in foster care youth may benefit by also targeting attitudes and externalizing behaviors, because they partially mediate the relationship between future orientation and risk behaviors. A recent meta-analysis of 354 HIV-prevention interventions found that the most effective interventions targeted cognitive factors such as attitudes (Albarracín et al., 2005) . Likewise, much has been written about the impact of mental health problems on sexual risk behaviors, particularly as adolescents move into adulthood (Koenig, Doll, O'Leary, & Pequegnat, 2004) . Future interventions to reduce risky behaviors in foster care youth may be more effective by incorporating empirically supported treatments that also target externalizing or "acting out" behaviors and attitudes about prevention.
There are several limitations of the present study that should be noted. First, the study's cross-sectional design limited the ability to understand the pathways by which future orientation influences risk behaviors. As well, the sample consisted of youth who agreed to participate in an independent living program and may therefore not be representative of all adolescents in foster care. Furthermore, findings from the multivariate analyses are applicable to the youths who reported having sexual intercourse. Moreover, as with other studies, this study used an instrument of future orientation that would benefit from further validation, particularly in vulnerable adolescent populations. Finally, the HIV risk cognitions and behaviors that are significantly associated with future orientation have modest effect sizes (i.e., significant correlations between r = .13 to r = .20).
This study nonetheless addresses an important gap in the literature. Although a stronger future orientation is known to be associated with fewer risky behaviors in other adolescent populations (e.g., Jurich & Hughes, 1991; Peters et al., 2005; Robbins & Bryan, 2004; Somers & Gizzi, 2001; Wills et al., 2001) , this study represents the first effort to explore the relationship between future orientation and risky sexual behaviors in maltreated youth. Because foster care adolescents are a high-risk group for contracting HIV (Auslander et al., 2002; D'Angelo et al., 1994) , there is a sense of urgency to identify all potentially modifiable protective factors such as future orientation that will facilitate the development of prevention programs.
Despite the study's cross-sectional design, it may be possible to infer a sequential time order to the data. The youths, many of whom have long-standing mental health problems, were presumably placed in foster care as a result of maltreatment. Thus, the findings suggest a possible pattern of influence whereby trauma histories and mental health problems may impact the future orientation of adolescents in foster care, and in turn increase HIV risk behaviors.
Future research that employs longitudinal designs to facilitate causal modeling is necessary in order to better identify the pathways by which future orientation influences HIV risk in foster care adolescents. Such studies should incorporate additional measures of exogenous variables not included in this study that may either strengthen or adversely impact foster care adolescents' future orientation (e.g., family dynamics, school engagement, assets). Finally, mixed method approaches may be useful in furthering the operationalization and measurement of future orientation while laying the foundation for the development of possible interventions targeting future orientation in foster care adolescents.
